The dangerous conditions of pregnancy with the signs of liver failure include hyperemesis gravidarum, cholestatic syndromes of pregnancy, HELLP syndrome (hemolysis, elevated liver enzymes, low platelets), and the most rarely observed, acute fatty liver of pregnancy (AFLP) [1] . It is a rare complication of pregnancy but is potentially fatal for both mother and fetus. AFLP may begin innocuously with mild symptoms and liver-enzyme abnormalities, but, if left untreated, can progress to jaundice, liver failure, and death [2] . Early diagnosis on the basis of clinical assessment, prompt delivery of baby, intensive therapy by multidisciplinary team approach to detect deterioration are the keys to managing AFLP. We present a case of AFLP patient undertaken liver transplantation after cesarean section.
, 98 mEq/L; total bilirubin, 13.16 mg/dl; albumin, 3.0 g/ dl; glucose, 81 mg/dl; blood urea nitrogen, 16.1 mg/dl; creatinine, 2.1 mg/dl; D-Dimer was > 10,000.0 ng/ml, PT/partial prothrombin time (PTT) was uncheckable. Serologic tests for viral hepatitis A, B, and C were all negative. Arterial blood gas analysis showed pH 7.338, pCO 2 and 2,000 ml of lactated Ringer's solution were administered.
The urine output was 200 ml, and the estimated blood loss was 800 ml. No clot was initially seen in the surgical field. Adequate hemostasis was achieved by the end of surgery. The patient was awakened, reversed with glycopyrrolate 0.2 mg IV, pyridostigmine 10 mg IV and extubated after she was able to follow commands. she was intubated and mechanical ventilation was required.
On POD #5, the patient progressed to hepatic deterioration; and CaCl2 were added intermittently based on arterial blood gas analysis. She was sent to ICU for post-operative care.
After successful OLTx, patient status was improved. She was discharged from the hospital on the 25th hospital day (Table   1) . Acute fatty liver of pregnancy and LT
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Women carrying more than one fetus or in their first pregnancy are affected the most often. Symptoms begin at a mean of 36 weeks of gestation [6] . and baby has been reported when delivery is made by cesarean section or induced [9] . In our case, the patient progressed rapidly to DIC, fulminant hepatic failure, hepatic coma, and renal failure after delivery of the baby. Her condition might have already started to deteriorate when she was admitted to hospital. It might be the cause of the death of the baby boy.
An anesthesiologist should be part of a multidisciplinary team in time of crisis. One dilemma encountered by an anesthesiologist involves the decision that must be made about the method of anesthesia. General anesthesia has potentially adverse effects on hepatic encephalopathy while regional anesthesia is associated with risk of coagulopathy. Postoperative analgesia may also be complicated by impaired renal and hepatic function [10] . The patient's PT and PTT were uncheckable. Thus, we administered a general anesthetic rather than risking a delay for correcting coagulopathy to provide a regional block. This patient had no evidence of neurologic dysfunction. However, careful neurologic monitoring is essential for AFLP management. Documentation of mental status before and after general anesthesia is crucial [11] . We inserted the central venous pressure catheter via right external jugular vein instead of the internal jugular vein because of the risk of bleeding tendency.
With aggressive supports with blood products, it may be difficult to judge functional hepatic recovery using PT or PTT.
Moreover, changes in plasma albumin levels reflect neither acute liver dysfunction nor recovery. Acute parenchymal liver disease is commonly associated with increased plasma triglycerides, decreased cholesterol esters, and abnormal lipoproteins that might be sensitive markers for hepatic injury and recovery. Cholesterol level is an acceptable marker of acute functional hepatic recovery [11] .
Early diagnosis and intensive therapy in multidisciplinary centers where cooperation among gynecologists/obstetricians, hepatologists, anesthesiologists, and surgeons is possible can improve results of AFLP treatment. AFLP is a severe disease with high maternal (18%) and fetal (23%) mortality [7] .
The aggressive therapy requires strict correction of fluid-electrolytes imbalance, hypoglycemia, treatment for encephalopathy, and corrections of coagulation disorders. Frequently observed renal failure may require renal dialysis. The most difficult complication to treat is the consequence of coagulation diathesis [12] . Therefore, all AFLP patients should be monitored intensively immediate after delivery.
OLTx for treatment of hepatic failure resulting from AFLP remains controversial regarding its efficacy. Most centers reserve OLTx for patients with complicated and advanced AFLP who do not improve with maximally intensive therapy [13] . This case was typical for AFLP, including clinical picture, laboratory data, coagulation profile, and hemorrhagic complications. To the best of our knowledge, this is the first case report of anesthesia in a Korean patient with AFLP. The decision for OLTx was based on her worsening clinical condition despite the most sophisticated intensive care measures.
The favorable outcome of transplantation seems to justify our decision. Some authors [14] have stressed that the syndrome (despite its dramatic clinical course) is a reversible phenomenon and that termination of pregnancy usually ends the Anesth Pain Med Vol. 14 No. 2
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In conclusion, early diagnosis based on clinical assessment, prompt delivery of baby, and intensive therapy by multidisciplinary team approach are recommended to detect deterioration and OLTx should be considered if a patient's clinical course is similar to our case.
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